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EXECUTIVE SUMMARY 
 
To gather additional data on the health status of children entering the school system and to better track 
student health status, the Nevada Institute for Children’s Research and Policy (NICRP), in partnership 
with all Nevada School Districts and the Nevada State Health Division, conducted a health survey of 
children entering kindergarten in Nevada. The goal of this study is to  
 longitudinally quantify the health status of children as they enter school,  
 identify specific areas for improvement to potentially increase academic success, and 
 provide local information to policy makers to guide decisions that impact children’s health.  
 
In the fall of 2012, NICRP distributed questionnaires to all public elementary schools in the state, except 
Clark County School District, who requested we use a sample of their schools.  The survey had an overall 
response rate of 35.1 percent (similar to previous year), with a total of 8,478 surveys received from 
parents in 16 of the 17 school districts in Nevada. Survey respondents from Clark County comprised 60.3 
percent of the sample, while 16.4 percent were from Washoe County and 23.3 percent were from the 
remaining rural counties. The following tables contain some of the key findings of this survey.   
 
Health Status: This year, as compared to last year, respondents reported that their children are engaging 
in fewer unhealthy behaviors such as watching 3 or more hours of television a day and drinking diet or 
non-diet sodas.  However, more children, as compared to last year, are engaging in less physical activity 
and more computer/video game play.  This year there was an increase in the percentage of children in the 
underweight and healthy weight categories and a decrease in the percentage of children in the 
overweight/obese categories.  New to the survey this year, respondents indicated the feeding practices of 
the kindergartener at one month, three months, and six months. More details are provided in the report. 
 
 2011-2012 2012-2013 % Change * 
Weight Status     
Underweight 14.9% 15.4% +3.4%  
Healthy 54.3% 54.9% +1.1%  
Overweight/Obese 30.8% 29.6% -3.9%  
Physical Activity     
< 3 days per week of 30-minutes of physical activity 17.7% 19.0% +7.3%  
Television Viewing on School Days     
2 hrs or less of television watched per school day 78.4% 80.0% +2.0  
3 hrs or more of television watched per school day 21.6% 20.0% -7.4  
Computer/Video Game Play on School Days     
< 1 hr of computer/video games played per school day 90.3% 89.4% -1.0  
Consumption of Non-Diet Soda      
Never drink non-diet soda 55.0% 55.8% +1.5  
Drink non-diet soda once a day or more 10.8% 10.3% -4.6  
Consumption of Diet Soda     
     Never drink diet soda 82.0% 83.0% +1.2  
Drink diet soda once a day or more 3.3% 2.8% -15.2  
Infant Feeding Behaviors     
Breastfed Only – One Month - 47.3% - - 
Breastfed Only – Three Months - 33.6% - - 
Breastfed Only – Six Months - 23.2% - - 
Note. *Green arrows = positive change, red arrows = negative change, and yellow arrows = no change (< +.5%). 
 – indicates data was not available in previous years. 
EXECUTIVE SUMMARY  
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Household Income: The number of families in the lower income brackets increased while the number of 
families in the higher income brackets decreased, representing an overall decrease income statewide. 
 2011-2012 2012-2013 % Change * 
Household Income     
Less than $25,000 per year 32.4% 33.7% +4.0%  
Less than $45,000 per year 54.3% 55.5% +2.2%  
$45,000 or more per year 45.7% 44.5% -2.6%  
      Note. *Green arrows = positive change, red arrows = negative change, and yellow arrows = no change (< +.5%). 
 
Insurance Status: The percentage of uninsured children increased from last year.  This year, fewer 
children are covered by private insurance and Nevada Check-up as compared to last year.  The percentage 
of children covered by Medicaid has not changed since last year.   
 2011-2012 2012-2013 % Change * 
Insurance Status     
Uninsured 12.3% 13.5% +9.6%  
Private Insurance 48.8% 48.0% -1.6%  
Medicaid 23.6% 23.7% +0.4%  
Nevada Check-up 6.4% 6.1% -4.7%  
      Note. * Green arrows = positive change, red arrows = negative change, and yellow arrows = no change (< +.5%). 
 
Routine Care: As compared to last year, there was no change in the percentage of children receiving a 
routine check-up; however fewer children have a primary care provider.  More children, as compared to 
last year, have reportedly visited the dentist. 
 2011-2012 2012-2013 % Change * 
Routine Care     
Had a routine medical checkup in last 12 months 86.2% 86.1% -0.1%  
Have a primary care provider 84.1% 83.2% -1.1%  
Have been to the dentist in past 12 months 72.9% 74.6% +2.3%  
     Note. * Green arrows = positive change, red arrows = negative change, and yellow arrows = no change (< +.5%). 
 
Access to Health Care: More barriers to accessing healthcare were reported this year as compared to last 
year.  The lack of quality medical providers, lack of money/financial resources and “other” barriers were 
reported more frequently this year as compared to last year as barriers to accessing health care.  Lack of 
transportation and lack of insurance were reported less frequently this year as compared to last year.  
There was also an increase this year in the number of respondents not only trying to access mental health 
care, but in the percentage of respondents having trouble obtaining these services.    
 2011-2012 2012-2013 % Change * 
Barriers to Accessing Health Care**     
None 77.2% 74.4% -3.6%  
Lack of Transportation 3.1% 2.9% -6.4%  
Lack of Insurance 11.1% 10.4% -6.3%  
Lack of Quality Medical Providers 4.6% 5.3% +15.2%  
Lack of Money/Financial Resources 13.1% 14.8% +13.0%  
Have tried to access mental health services 4.2% 4.5% +7.1%  
Had trouble obtaining mental health services 29.3% 32.4% +10.6%  
Note: *Green arrows = positive change, red arrows = negative change, and yellow arrows = no change (< +.5%). 
**Since respondents could select more than one barrier, totals may add up to more than 100%. 
 
For more detailed information on all survey items, please see Appendix B of the full report.  
Data for specific counties and/or schools, for Washoe and Clark Counties, may also be available upon request. 
Please contact NICRP at (702) 895-1040 for additional information.
 
 
Nevada Institute for Children’s Research and Policy, UNLV  April 2013 
Results of the 2012-2013 Nevada Kindergarten Health Survey  Page 7 
 
 
INTRODUCTION 
 
Academic achievement for children is vital to their success in life. Those that do well in school 
have greater opportunities for post-secondary education, and later have better prospects for 
employment. One of the major factors that can affect a child’s academic achievement is his or 
her health status. Academic outcomes and health conditions are consistently linked in the 
literature (Eide, Showalter, & Goldhaber, 2010; Taras & Potts-Datema, 2005). Children with 
poor health status, and especially those with common chronic health conditions, have increased 
numbers of school absences and more academic deficiencies than those students with a good 
health status (Taras & Potts-Datema, 2005). In addition, children that have health insurance have 
fewer absences from school, as compared to children without health insurance (Yeung, Gunton, 
Kalbacher, Seltzer, & Wesolowski, 2010). In a study examining school absences, when 
compared with children with low absenteeism, children with more absenteeism overall had lower 
academic performance, and those with excused absences performed better than those with 
unexcused absences (Gottfried, 2009). Therefore, to increase the likelihood for academic success 
in children, we need to address their health concerns. Preventative care is crucial to a child’s 
ability to succeed in school. 
 
According to data from the KIDS COUNT Data Center at the Annie E. Casey Foundation 
(2010), 10 percent of Nevada’s teens (ages 16-19) are not in school and are not high school 
graduates compared to 6 percent nationally. The national dropout prevention center lists poor 
attendance and low achievement as two of the significant risk factors for school dropout 
(Hammond, Linton, Smink, & Drew, 2007). Additionally, studies examining school dropout 
rates indicate that early intervention is necessary to prevent students from dropping out of 
school. Middle and high school students that drop out likely stopped being engaged in school 
much earlier in their academic career. Therefore, early prevention and intervention is crucial to 
improving graduation rates. Ensuring that children have their basic needs met, including 
receiving adequate health care, can directly impact a child’s academic achievement as well as 
increase their likelihood for high school graduation. 
 
To gain information on the health status of children entering the school system and better track 
student health status, in 2008, the Nevada Institute for Children’s Research and Policy (NICRP) 
partnered with the state’s 17 school districts, the Southern Nevada Health District, and the 
Nevada State Health Division (NSHD) to conduct an annual health survey examining the health 
status as well as health insurance status of Nevada’s children entering kindergarten.  
 
The goal of this study is to longitudinally quantify the health status of children as they enter 
school so that specific areas for improvement can be identified and potentially increase academic 
success among Nevada’s students. This report reflects the results of the fifth year of the Annual 
Kindergarten Health Survey.  
 
METHODOLOGY 
 
The original survey used in this study was created in 2008 in partnership with the Clark County 
School District (CCSD) and the Southern Nevada Health District (SNHD).  The survey was 
INTRODUCTION  
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intended to provide a general understanding of the overall health status of children when they 
enter school. The original short questionnaire was developed in both English and Spanish and 
contained 22 questions. Small revisions to the survey have occurred each year; therefore, data for 
all items presented in this report may not be available for all five years. The current version of 
the survey contains 28 questions (13 demographic questions and 15 health related questions) and 
like the original survey, is available in both English and Spanish.  
 
In the Fall of 2012, questionnaires were distributed to kindergarten teachers in all public 
elementary schools in the state, with the exception of schools in the Clark County School 
District. The Clark County School District requested that only a sample of their schools be 
included in the survey to reduce burden on school staff. Therefore, surveys were sent to a 
randomly selected sample of schools (n = 141) in this district. This sample size was determined 
based on a 5 percent margin of error in survey results. In addition, schools were divided by Title 
I status, and a representative random sample of both Title I eligible and non-Title I eligible 
schools were selected. Schools qualify as Title I eligible when they serve large populations of 
children from low income families (typically a minimum of 40%) and receive supplemental 
federal funding from the Department of Education. Title I eligibility status was provided by the 
Clark County School District. It was determined that 158 of the 217 elementary schools in the 
district (72.8%) were Title I eligible schools. Ninety-nine schools (70 percent of the target 141 
schools in the sample) were randomly selected from a list of all Title I eligible schools using the 
statistical analysis program PASW Statistics 19.0.  The remaining 42 schools (30 percent of the 
needed sample of 141) were randomly selected from a list of schools that were not Title I 
eligible. 
 
For all school districts in Nevada, surveys were distributed to parents during the first part of the 
school year. Parents who chose to participate then turned in the survey to either the school office 
or their child’s teacher. The surveys were then returned to NICRP via mail. 
 
Each survey was assigned a unique identification number by NICRP staff to aid in tracking of 
survey responses. All survey responses received as of January 1, 2013 were entered into the 
statistical analysis software PASW Statistics 19.0. The surveys completed in Spanish were 
entered into the English database by a bilingual staff member at NICRP. 
 
LIMITATIONS TO THE STUDY 
 
As in all research studies, there are limitations to the data collected. First, all information 
contained in this report was self-reported by each parent or guardian. The information provided 
relies on the memory and honesty of the respondents in the survey. Additionally, several of the 
responses were left blank on the surveys received. NICRP kept all surveys in the database used 
for analysis, but it is important to note when reading percentages presented in the figures below 
that not all respondents answered all questions. Some figures may have a total of 8,478 
(indicating all who responded to the question), while others may have a smaller number of total 
cases because of respondents leaving that particular question blank. All percentages calculated 
for this report are based on the total number of people answering the question, rather than the 
total number of people who completed a survey. 
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SURVEY RESULTS 
 
Presented in the figures below are the basic frequencies (counts and percentages) for all 
questions asked in the survey. Cross tabulations were also calculated for selected variables to 
provide additional information on specific topics. A chi-square statistic was also calculated to 
test for the statistical significance of the differences provided in the cross tabulation tables. 
Percentage calculations as well as statistical significance are presented with figures, as 
appropriate. In addition, the 2012-2013 data were compared across counties for the current data 
collection period (Clark, Washoe, Rural), and with data from the previous four years.  
 
RESPONSE RATES 
 
Each school district involved in this study provided NICRP with the estimated number of 
kindergarten students enrolled in their district for the 2012-2013 school year. The requested 
number of surveys (24,151) was sent out to participating schools. At the end of the data 
collection period (January 2013), 8,478 surveys were received for a response rate of 35.1 
percent. While the response rate had steadily improved from 2008-2009 (36.0%) to 2009-2010 
(39.2%) and 2010-2011 (43.6%), the response rate for the past two years (2011-2012 = 36.3) 
significantly declined. Attempts were made this year to address issues in late dissemination in 
2011-2012, by ensuring school districts had their surveys in advance of the start of the school 
year, however, this did not appear to affect the current response rate.  Response rates for each 
school district (Table 1.1) ranged from 15% in Lincoln County to 76.7% in Storey County.  
 
Table 1.1 Survey Response Rate by School District 
School District # Surveys Sent Out # Surveys Returned Response Rate 
Carson City 555 378 68.1 
Churchill County 290 135 46.6 
Clark County 15,300 5,115 33.4 
Douglas County 430 220 51.2 
Elko County 765 358 46.8 
Esmeralda County 25 0 0.0 
Eureka County 14 10 71.4 
Humboldt County 300 174 58.0 
Lander County 125 53 42.4 
Lincoln County 100 15 15.0 
Lyon County 700 287 41.0 
Mineral County 50 22 44.0 
Nye County 500 203 40.6 
Pershing County 60 21 35.0 
Storey County 30 23 76.7 
Washoe County 4,807 1,391 28.9 
White Pine County 100 73 73.0 
All Districts 24,151 8,478 35.1 
RESPONSE RATES  
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For this year’s report, NICRP obtained the unaudited enrollment numbers for each school 
district. Using these numbers, NICRP was able to calculate a response rate based on the number 
of surveys returned and the number of kindergartners enrolled within each school district.  This 
information would indicate how much of the actual kindergarten sample was surveyed.  This 
unaudited enrollment response rate was then compared to the response rate based on the number 
of surveys distributed within each school district.   
 
For the majority of districts, the number of surveys distributed was similar to the unaudited 
enrollment data and the response rate varied by approximately 5%.  However, there were four 
school districts for which the two response rates were very different. For Eureka County and 
White Pine County, the difference in response rates was 32.9 and 13.7 percentage points 
respectively with the survey distribution response rate being higher than the unaudited 
enrollment response rate. This indicates that these counties underestimated their enrollment.  In 
Lincoln County and Nye County, the difference in response rates was 15 and 11.3 percentage 
points respectively with the unaudited enrollment response rate being higher than the survey 
distribution response rate.  This indicates that these counties overerestimated their enrollment.   
 
Despite the differences in these four counties, the overall response rate for the unaudited 
enrollment response rate and the survey distribution response rate only varied by 1.2 percentage 
points.  Some deviation between estimated and actual enrollment numbers is expected, and based 
on the similarities in response rates for the state as a whole, the response rate based on the survey 
distribution appears to be valid for All Districts combined.  
 
Table 1.2 Kindergarten Unaudited Enrollment and Response Rate by School District 
School District 
Unaudited 
Enrollment 
#  Surveys 
Returned 
Unaudited Enrollment  
Response Rate  
Survey Distribution 
Response Rate 
Carson City 602 378 62.8 68.1 
Churchill County 288 135 46.9 46.6 
Clark County 15,912 5,115 32.1 33.4 
Douglas County 394 220 55.8 51.2 
Elko County 853 358 42.0 46.8 
Esmerelda County 9 0 0.0 0.0 
Eureka County 26 10 38.5 71.4 
Humboldt County 261 174 66.7 58.0 
Lander County 120 53 44.2 42.4 
Lincoln County 50 15 30.0 15.0 
Lyon County 639 287 44.9 41.0 
Mineral County 47 22 46.8 44.0 
Nye County 391 203 51.9 40.6 
Pershing County 56 21 37.5 35.0 
Storey County 32 23 71.9 76.7 
Washoe County 4,769 1,391 29.2 28.9 
White Pine County 123 73 59.3 73.0 
All Districts 23,339 8,478 36.3 35.1 
RESPONSE RATES  
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Figure 1.1 illustrates the participation of Washoe, Clark and Rural counties combined. These 
rates are fairly consistent with the data received during the 2011-2012 school year (Clark County 
= 64.3 percent; Washoe County = 12.3 percent; Rural Counties combined = 23.4 percent). 
 
Because Clark County is the largest school district in the state, it was expected that Clark County 
parents would comprise the vast majority (60.3 percent) of the respondents for this  
survey.  
 
 
Figure 1.2 illustrates county-specific participation for only rural counties, which combined, 
represents 23.3 percent of the total respondents. 
 
 
 
60.3% 
16.4% 
23.3% 
Figure 1.1: Survey Participation by School District 
(2012-2013 n  = 8,478) 
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Figure 1.2: Survey Participation Among  
All Rural Counties 
(2012-2013 n = 1,972) 
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DEMOGRAPHICS 
 
The survey was created to be one page in length, with one side written in English and the reverse 
side written in Spanish. Of the 8,478 respondents that returned the surveys, 85.8 percent 
completed the English version and 14.2 percent completed the Spanish version. 
 
Parents were asked to respond to questions regarding their annual household income, and their 
child’s gender, race/ethnicity, and pre-school setting prior to kindergarten. Data for each of these 
questions are presented in Figures 2.1 through 2.3 below, with all percentages calculated using 
the total number of completed responses rather than the total number of returned surveys. 
 
Gender 
Information on the gender of the kindergarten students was collected. Among the respondents 
that answered this question, the distribution was split nearly equally between males (50.6 
percent) and females (49.4 percent). These results are consistent with survey results from 2008-
2009 through 2011-2012.  
 
Family Demographics 
The average age of the child’s mother was 32.93 (SD = 6.71) and the average age of the father 
was 35.60 (SD = 7.30). The average number of adults living in a house was 2.10 (SD = .79) and 
ranged from 0 to 9. The number of children living in a house averaged 2.54 (SD = 1.20) and had 
a range of 0 to 12.   Approximately 30 percent of parents indicated that they were a single parent 
or guardian. This information is consistent with the data for Clark County, Washoe County, and 
Rural counties combined (see Appendix A, Table 11.1), and this information is consistent with 
the data collected during the 2011-2012 school year.   
 
Annual Household Income 
According to the U.S. Census Bureau, Small Area Income and Poverty Estimates, the 2011 
estimated median household income in Nevada was $49,099. This median income represents the 
middle value of a distribution, and is the best measure of central tendency to reduce the impact of 
outliers (very high or very low incomes) in the distribution. Compared to the median income 
listed for Nevada, parents who responded to this survey reported lower annual household 
incomes, with 55.5 percent of all respondents reporting annual income below $45,000.  
 
  
DEMOGRAPHICS  
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Compared to previous survey years: 
 The number of families with annual income levels below $25,000 has increased by 1.3 
percentage points since last year. Compared to the 2008-2009 data, the percentage of 
families in this category has increased by 6.5 percentage points.  
 Over the past three years, there have been minor fluctuations in all income categories.  
 While the numbers have been fairly consistent over the past two years, these results 
indicate that families overall are still earning less than they did four or five years 
ago.  
 
 
* Data received from the 2008-2009 school year only includes income data through $64,999. In 2009, the survey 
was revised to include additional income levels above this amount. 
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Figure 2.1: Annual Household Income by School Year 
(2008-2009 n = 9,600; 2009-2010 n = 8,394; 2010-2011 n = 9,350; 2011-2012 n = 7,185;  
2012-2013 n = 7,052)  
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Race/Ethnicity 
Compared to the U.S. Census Bureau for the entire population in Nevada, the reported 
race/ethnicity of the kindergartners in this survey included proportionally fewer people of 
African American and Asian/Pacific Islander origin, and more people of Hispanic origin as well 
as people identifying with multiple races (see Figure 2.2).  
 
These results are consistent with data received in 2011-2012. When comparing results across 
counties for the 2012-2013 school year (refer to Table 11.1 in Appendix A), there is a higher 
percentage of African American/Black and Asian/Pacific Islander children in Clark County as 
compared to both Washoe and the Rural counties combined.  There is also a higher percentage of 
Hispanic children in Clark County and Washoe counties as compared to the Rural counties 
combined. In addition, there are more Native American/Alaska Native children in the Rural 
counties combined as compared to both Clark and Washoe counties. 
 
Note. * Nevada state data from 2011 Census QuickFacts  (http://quickfacts.census.gov). These distribution rates are 
fairly consistent with the data received during the 2011-2012 school year. 
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Race
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Survey Sample 5.3% 5.9% 41.6% 31.8% 1.3% 0.7% 13.5%
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Figure 2.2: Child's Race/Ethnicity 
(2012-2013 n  = 8,351) 
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Pre-school Setting 
The survey also asked about the type of pre-school setting, if any, respondents’ kindergartners 
had attended in the twelve months prior to kindergarten (see Figure 2.3). These categories were 
adjusted for the 2012-2013 survey in order to capture more specific information regarding 
preschool setting. Therefore, for the current school year, there is no data to report for certain 
categories.   
 
For the categories that remained consistent, compared to 2011-2012 data:  
 38.5 percent of respondents indicated that their kindergartner had stayed at home in the 
prior year, not attending pre-school, which is a 3.1 percentage-point decrease from last 
year. 
 As compared to last year, there was a large decrease in attendance at Head Start (5.9 
percentage points).   
 
When comparing the 2012-2013 across counties (Table 11.1): 
 There is a higher percentage of children in Head Start in Washoe (9.2) and Rural (9.0) 
counties as compared to Clark County (4.6). 
 There is a higher percentage of children in school district run pre-schools in Rural (23.8) 
counties as compared to Washoe (19.1) and Clark (18.4) counties.  
 There is a higher percentage of children who did not attend preschool in Clark County 
(42.8), as compared to Washoe (34.7) and Rural (30.0) counties, and a higher percentage 
in Washoe as compared to Rural counties combined.  
 
 
Note. – indicates data is not available. For categories with data not available, percents will not total to 100 
because not all categories for those years are displayed. 
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2009-2010 12.6% 8.2% 38.2% 2.8%
2010-2011 11.2% 10.5% 32.7% 1.9%
2011-2012 12.3% 5.9% 41.6% 1.0%
2012-2013 6.4% 25.1% 6.4% 1.3% 19.8% 38.5% 2.5%
0.0%
10.0%
20.0%
30.0%
40.0%
50.0%
Figure 2.3: Child's Type of Preschool Setting During  
Past Twelve Months 
(2008-2009 Not Available; 2009-2010 n = 9,258; 2010-2011 n = 10,217; 
 2011-2012 n = 8,294; 2012-2013 n = 8231) 
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INSURANCE STATUS 
 
Background 
Nevada has consistently placed near the bottom of nationwide rankings with regard to the number of 
children covered by health insurance. According to the U.S. Census Bureau American Community 
Survey (2011), approximately 7.5 percent of children under the age of 18 in the United States are 
uninsured compared to 16.2 percent of children under the age of 18 in Nevada.  
 
A correlation exists between children’s health insurance status and access to health care services. 
Research indicates that uninsured children are less likely to have access to the care they need and are 
more likely to have poorer health outcomes when compared to insured children. For example, 
uninsured children were nearly ten times as likely as insured children to have an unmet health need 
(Robert Wood Johnson Foundation, 2005). In addition, Nevada was ranked last when compared 
nationally across four dimensions: healthcare access and affordability, prevention and treatment, 
potential to lead healthy lives, and performance of overall health systems (Securing a Healthy Future, 
2011).  
 
Status of Health Insurance of Kindergarten Students 
In the current study, respondents were asked to indicate their child’s current health insurance coverage. 
Approximately 86.5 percent of parents surveyed indicated that their child had some type of health 
insurance and 13.5 percent of respondents stated that their child had no coverage. Since 2008-
2009, the percentage of children with health insurance has increased by 5.6 percentage points; however, 
over the past year we have seen the percentage of uninsured children increase slightly from 12.3% to 
13.5%. In addition, Nevada still has the highest rates of uninsured children in the country (US Census, 
2011). 
 
Of the health insurance options: 
 Approximately half (48%) of the respondents indicated that their kindergartner had private 
health insurance. 
 Approximately 29.8% of the respondents indicated that their kindergartner had public health 
insurance (either Medicaid or the state’s children’s health insurance program, Nevada Check 
Up).  
 
The statistics found in this study are similar to national trends in children’s health insurance coverage 
(Kaiser Family Foundation in 2011). However, even though there is a steady trend that appears to 
indicate that the number of children insured is increasing, it is important to note that the rates of 
children enrolled in private insurance are decreasing while enrollment in public insurance (e.g., 
Medicaid) is increasing.  
 
 
INSURANCE STATUS  
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Approximately 6.2 percent of respondents indicated that their child had some “other” type of health 
insurance not listed on the survey questionnaire. These “other” types of insurance included coverage 
provided through the military, insurance through discount companies (e.g., Access to Healthcare), or 
unclear responses that were difficult to recode into one of the survey categories. It is possible that some 
of these “other” types of insurance could have been coded as belonging to the private or public survey 
categories.  
 
In addition, 2.5 percent of respondents selected multiple types of health insurance for their 
kindergartner, which were categorized as “multiple” in Figure 3.1. The majority of these respondents 
specified that their child had both Medicaid and a private form of health insurance, or Medicaid and 
Nevada Check Up.  
 
  
Uninsured Private Medicaid
Nevada
Check Up
Other
Multiple
Types
2008-2009 19.1% 58.6% 12.3% 7.0% 1.7% 1.3%
2009-2010 18.6% 47.6% 16.7% 6.1% 9.1% 1.9%
2010-2011 16.6% 39.5% 22.8% 5.8% 13.6% 1.7%
2011-2012 12.3% 48.8% 23.6% 6.4% 6.4% 2.5%
2012-2013 13.5% 48.0% 23.7% 6.1% 6.2% 2.5%
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Figure 3.1: Survey Responses Concerning Types of Health 
Insurance Covering Children by School Year 
(2008-2009 n = 10,626; 2009-2010 n = 9,110; 2010-2011 n = 10,183; 2011-2012 n = 8,462;      
2012-2013 n = 8,384) 
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Annual Household Income and Insurance Status 
Not surprisingly, children from families with a lower household income are more likely to be 
uninsured, than those children whose family has a higher income (see Figure 3.2).  
 51 percent of children who are uninsured live in households with an annual income of less 
than $25,000.  This is consistent with previous years.   
 Similar to last year, only 11.8 percent of children who live in a household with an annual 
income of less than $25,000 have private insurance, while half (50.9%) receive Medicaid 
and 10.3 percent receive Nevada Check-Up. 
 While the number of children enrolled in Medicaid (in households with an annual 
household income less than $25,000) has grossly increased from 30.8% in 2008-
2009 to 50.9% in 2012-2013, over the past four years, the increase in Medicaid 
enrollment has been minimal. 
 It is important to note that even those with private insurance may not be able to access 
services when needed.  The Kaiser Family Foundation study (2009) found that of those 
lower- and middle-income families that had access to private health insurance coverage, 
only 19 percent could afford the premiums.  
 
 
Note.  These findings are significant at p<.001. Percentages are calculated out of the number within each insurance category. 
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Figure 3.2: Annual Household Income by Child's Insurance Status 
(2012-2013: Uninsured n = 909; Insured n = 6,099;  Total  n = 7,008) 
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Race/Ethnicity and Insurance Status 
Figure 3.3, detailing the relationship between race/ethnicity and insurance status, shows that nearly half 
of children who are uninsured are Hispanic (47.8 percent), followed by Caucasian children (28.3 
percent).  
 
Compared to baseline data in the 2008-2009 school year:  
 The percentage of uninsured Caucasian children has increased by 5.6 percentage points; 
 The percentage of uninsured Hispanic children has decreased by about 10.8 percentage points; 
however, Hispanic children are still more likely to be uninsured compared to other racial/ethnic 
groups. 
 
 
 Note. These findings are significant at p<.001. Percentages are calculated out of the number within each insurance  
category. 
 
Research indicates that in Nevada, and across the United States, Hispanic populations are much more 
likely to be uninsured than Caucasian populations (Newport & Mendes, 2009). Approximately 32.4 
percent of Hispanics across the country are uninsured (DeNavas-Walt, Proctor, & Smith, 2010) and this 
rate is likely to increase in states with large proportions of Hispanic immigrants like Nevada.  Although 
many of these children are eligible for public health insurance, barriers to enrollment such as language 
and past negative experiences, continue to impede parents/guardians from obtaining insurance coverage 
for their children (Perry, Kannel, & Castillo, 2000). 
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Figure 3.3: Child's Race/Ethnicity by Child's Insurance Status 
(2012-2013:Uninsured n = 1,117; Insured  n = 7,155; Total  n = 8,272) 
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HEALTHCARE AND COMPLIANCE 
 
Barriers to Accessing Healthcare 
 
When asked about accessing health care for their child, of the 25.6 percent of participating 
parents that had experienced at least one barrier, the majority had difficulty due to either a 
“lack of insurance” or “lack of money” for health care services.  
 
 
 
 
Of all respondents experiencing one or more barriers to accessing health care (approximately 
2000): 
 66% reported having health insurance (28.1% private, 25.4% Medicaid, 5.1% 
Nevada Check Up, and 7.3% Other/Multiple); 
 62% had an annual household income of less than $35,000. 
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Figure 4.1: Types of Barriers When Accessing  
Healthcare for Child 
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ROUTINE CARE 
 
Background 
Access to routine medical care services is a major factor contributing to a child’s health status. 
Routine care includes basic health care services such as immunizations, vision screenings, and 
well child visits. Children without health insurance are more likely to miss out on routine care 
than insured children. Hoilette, Clark, Gebremariam, and Davis (2009) found that 23.3% of 
uninsured children in the United States reported that they did not have a regular source of care.  
 
Having access to regular primary care services, or a medical home, is another key indicator of 
children’s overall health status. Children without a regular source of care are nine times more 
likely to be hospitalized for a preventable problem (Shi, et al., 1999). Primary care providers, 
(e.g. physicians, physician’s assistants, nurses) offer a medical home where children can get 
basic care services, such as annual check-ups and immunizations. Children that have access to a 
regular primary care provider who coordinates and organizes their care tend to have a better 
health status than children without access to a primary care provider (Starfield, Shi & Macinko, 
2005).  
 
Routine Care for Kindergarten Students 
Current survey results indicate that 86.1 percent of kindergartners had at least one routine check-
up in the twelve months prior to the date of the survey.  Similarly, 83.2 percent of parents 
reported that their child had a primary care provider. Both of these percentages have steadily 
increased since the 2008-2009 survey (82.9 percent, 79 percent respectively).  
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Figure 5.1: Child's Routine Check-Ups and Presence of 
Primary Care Provider 
(2012-2013: Check-Up n = 8,408; Primary Care Provider n = 8,361) 
Has your child been seen by a medical provider for a routine check-up in the past twelve months?
Does your child have a primary care provider?
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In the current sample, approximately 89.8 percent of children with health insurance also have a 
primary care provider, while only 42.1 percent of children without insurance have a primary care 
provider. These results clearly indicate that a child’s insurance status is related to having a 
primary care provider (see Figure 5.2).   
 
 
Note. *These findings are statistically significant at p < .001. **Percentages are calculated out of the number 
within each insurance category. 
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Figure 5.2: Presence of Primary Care Provider by Child's 
Insurance Status 
(2012-2013:  Uninsured n = 1,113;  Insured n = 7,169; Total n = 8,282) 
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Having a primary care provider also influences whether or not a child has had a routine check-up 
in the past 12 months (see Figure 5.3).   
 Of the children that had a primary care provider, 92.2 percent had a routine check-up in 
the last year.  
 Of the children without a primary care provider, nearly half (55.8 percent) had not had a 
routine check-up in the last year.  
 These findings are similar to those found in previous survey years (2008-2009 through 
2011-2012). 
 
 
 Note. *These findings are statistically significant at p<.001. **Percentages are calculated out of the number 
 within each PCP category. 
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Figure 5.3: Child's Routine Check-Ups by Presence of 
Primary Care Provider (PCP) 
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CARE FOR ILLNESS OR INJURY 
 
In recent years, a growing number of uninsured children with minor, non-life-threatening 
conditions have accessed health care services in emergency care facilities (Garcia, Bernstein, & 
Bush, 2010). This upward trend is likely related to an expanding uninsured population and higher 
costs for health care. Most uninsured children come from lower-income families that cannot 
afford to pay the high costs for medical care (Garcia et al., 2010). These families are often left 
with little option but to use hospital emergency rooms (ERs) or other urgent care facilities for 
non-life-threatening conditions because that is the only place that they can get the care they need.  
 
Parents were asked about the frequency in the past twelve months of ER visits for non-
emergency care for their child.  
o Approximately 18.5 percent of respondents indicated they had visited an ER for a 
non-life threatening illness or injury once or twice in the past year, which was fairly 
consistent with data from previous years (see Figure 6.1).  
 
 
No Visits 1-2 Visits 3-5 Visits 6-9 Visits
10 or More
Visits
2008-2009 75.2% 22.6% 2.1% 0.2% 0.1%
2009-2010 80.0% 18.6% 1.3% 0.0% 0.1%
2010-2011 80.6% 18.1% 1.1% 0.1% 0.1%
2011-2012 78.6% 19.9% 1.3% 0.1% 0.1%
2012-2013 79.9% 18.5% 1.4% 0.1% 0.1%
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Figure 6.1: Number of Emergency Room Visits for  
Non-Life-Threatening Care 
(2008-2009 n = 10,970; 2009-2010 n = 10,970; 2010-2011 n = 10,380; 
 2011-2012 n = 8,443; 2012-2013 n = 8,374) 
CARE FOR ILLNESS OR INJURY  
 
Nevada Institute for Children’s Research and Policy, UNLV  April 2013 
Results of the 2012-2013 Nevada Kindergarten Health Survey  Page 25 
 
Insurance status does not appear to be an indicator of usage of an ER. Figure 6.2 shows the 
percentage of ER visits by children’s insurance status. For both insured and uninsured groups, 
the vast majority of children had not been to an ER for a non-emergency in the past 12 months. 
 
 
 
 
Note. *These findings are not statistically significant at p=.059.
No Visits 1-2 Visits 3-5 Visits 6-9 Visits
10 or More
Visits
Total
Uninsured 82.9% 16.1% 0.8% 0.1% 0.1% 100%
Insured 79.5% 18.8% 1.5% 0.1% 0.1% 100%
0.0%
10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
70.0%
80.0%
90.0%
Number of Visits. 
Figure 6.2: Percentage of Emergency Room Visits for  
Non-Life-Threatening Care by Child's Insurance Status 
(2012-2013: Uninsured n = 1,118; Insured n = 7,179; Total n = 8,297) 
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MEDICAL CONDITIONS 
 
Many of Nevada’s children have special medical conditions. Treatment for these children is 
often expensive and requires a team of medical care providers, led by a primary care physician, 
devoted to the treatment and maintenance of their conditions. Thus, health insurance coverage is 
vital for children with special health conditions, as it ensures that these children have access to 
ongoing care and treatment. Generally, health insurance serves as a safeguard for parents and 
families against the higher costs necessary for the treatment and maintenance of special medical 
conditions.  
 
According to this year’s survey results, 18.2 percent of parents indicated that their child had 
a medical condition (see Figure 7.1). More specifically: 
 7.8 percent of respondents reported that their child had asthma, which was the highest 
reported medical condition.  
 Halterman et al. (2008) found that asthmatic children without insurance were 
more likely than insured children to be at risk for severe complications and 
unnecessary hospitalizations. In addition he found that 13 percent of children with 
asthma (759,000 nationwide) were uninsured at some time during the year. More 
recently Diedhiou, Probst, Harding, Martin, and Xirasagar (2010), found that 
approximately 9% of 14,916 children with special health care needs that live in 
the United States and have asthma lacked consistent health care coverage; 
children aged 0 to 5 years of age represented 23.7% of that sample. 
 Approximately 6.5 percent of respondents indicated that their child had an “other” 
health condition not listed on the survey. Such “other” conditions included allergies 
(majority), speech problems, or rare diseases or disorders. 
 
Note. – indicates data is not available. Respondents can select multiple categories therefore the total percent within 
each year  may exceed 100%.   
Asthma Autism
ADD/
ADHD
Cancer Diabetes
Glasses/
Contacts
Hearing
Aid/
Impaired
Mental
Health
Physical
Disability
Other Seizures
No
Medical
2008-2009 4.8% 0.7% 0.0% 0.1% 2.1% 0.5% 0.2% 0.2% 5.1% 0.2% 88.4%
2009-2010 8.2% 1.2% 0.1% 0.2% 3.6% 0.4% 0.3% 0.3% 7.4% 0.9% 80.4%
2010-2011 8.1% 1.0% 0.1% 0.1% 4.2% 0.4% 0.3% 0.3% 7.4% 0.8% 80.3%
2011-2012 7.2% 1.3% 0.1% 0.1% 3.8% 0.4% 0.3% 0.2% 7.0% 0.6% 81.4%
2012-2013 7.8% 0.4% 1.5% 0.0% 0.2% 3.5% 0.3% 0.3% 0.3% 6.5% 0.5% 81.8%
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Figure 7.1: Types of Medical Conditions in Children 
(2008-2009 n = 10,977; 2009-2010 n = 8,222; 2010-2011 n = 9,633; 2011-2012 n = 8,041;  
2012-2013 n = 7,833 ) 
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DENTAL CARE 
 
Background 
Routine dental care is also important to children’s health and daily functioning. Children without 
access to regular dental care are more likely to experience dental problems, such as dental 
cavities and tooth abscesses. These children also miss more days of school than children without 
dental problems (Gift, Reisine, Larach, 1992).  
 
Research also indicates that uninsured children are much more likely to have unmet dental needs 
(e.g. teeth cleanings). One study found that 2 percent of insured children had an unmet dental 
need whereas 8 percent of uninsured children had an unmet dental need (Child Trends, 2004). 
Additionally, uninsured children are 1.5 times more likely to not have received preventative care 
in the last year and 3 times more likely to have an unmet dental need than insured children (Liu 
et al., 2007). More specifically, Edelstein and Chinn (2009) found that, nationally, 58% of 
children with private coverage had a dental visit in 2004 compared to 34% of children with 
Medicaid and the State Children’s Health Insurance Program (SCHIP), and only 28% of children 
without dental coverage. 
 
Dental Care of Children Entering Kindergarten 
To prevent oral health problems, it is generally recommended that children receive regular dental 
check-ups every six months to a year. In the current study, 25.4 percent of survey respondents 
indicated that their kindergartner had NOT seen a dentist in the past twelve months, which was 
nearly 2 percentage points lower than the 2011-2012 data, and a decrease of over 7 percentage 
points from the 2008-2009 data (Figure 8.1).  This indicates that the percentage of children 
visiting a dentist may be slowly increasing. Approximately 43.4 percent of kindergartners in 
this sample already had a cavity sometime in their life which is consistent with the data from 
previous years (Figure 8.2).  
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Figure 8.1: Child's Dental Visit  
(2008-2009 n = 11,007; 2009-2010 n = 9,449; 2010-2011 n = 10,412; 
 2011-2012 n = 8,461; 2012-2013  n = 8,389) 
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Figure 8.2: Presence of Cavities  
(2008-2009 Not Available; 2009-2010 n = 9,238; 2010-2011 n = 10,222;  
2011-2012 n = 8,211; 2012-2013 n = 8,166) 
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MENTAL HEALTH 
 
Many of Nevada’s children have mental health conditions that require specialized treatment. It is 
important that these children have regular access to mental health services. This is particularly 
true for young children entering the elementary school system. Without access to mental health 
care providers to manage and treat their conditions, children with mental health conditions are 
more likely to experience learning difficulties and developmental delays (Child Trends, 2004).  
 
The survey results indicated that 4.5 percent of respondents have tried to access mental 
health services for their children, a percentage similar to the 2008-2009 through 2011-2012 
data. Of the respondents who have tried to access these services for their child:  
 94.7% had insurance. It is possible that being uninsured might be a barrier in 
attempting to access mental health services.  
 Of those that attempted to access services, 32.4 percent reported having trouble 
obtaining the services, a slight increase from the previous survey year (29.3). 
 When examining this percentage across counties, it was found that there were 
minimal differences between counties.  Clark County had a slightly higher 
percentage of respondents reporting trouble obtaining services followed by 
those in the Rural counties combined (see Figure 9.1). 
 When examining this percentage by year, the results are similar to previous 
survey years (2008-2009 through 2011-2012). 
 Causes for problems obtaining services were most frequently due to either 
lack of providers, lack of insurance, insurance doesn’t cover the issue, or lack 
of available funds (even for those with insurance).  
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Figure 9.1: Trouble Obtaining Mental Health Services  
by County 
 (2012-2013 Tried to obtain Mental Health Services  
Clark n = 184; Washoe n = 52; Rural n = 88 ; Statewide n = 324) 
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WEIGHT AND HEALTHY BEHAVIORS 
 
Childhood obesity is a growing public health problem across the country (CDC, 2009c). 
Epidemiologists have identified an increase in the number of children with Type II diabetes in recent 
years (Narayan, Boyle, Thompson, Sorensen, & Williamson, 2003). Therefore, monitoring 
children’s weight has become an important tool for analyzing potential health problems.  
 
The current survey asked parents to write in their child’s height and weight information. NICRP 
used this information to calculate a Body Mass Index (BMI) value for each child with valid height 
and weight responses. BMI values were calculated using the standard formula employed by the CDC 
and other health agencies: 
 
BMI = [(Weight in pounds) / Height in inches
2
]*703 
 
Many of the respondents left one or both of the height and weight questions blank, resulting in only 
3,965 cases (46.8 percent of the entire sample with information available to calculate a BMI value). 
However, to increase the validity of the data, several strict guidelines were implemented for the 
calculation of BMI. First, if the respondent reported that the child was under the age of 4, or over the 
age of 6, they were excluded from the analyses, as it is unlikely kindergartners would be outside of 
this age range. Age is an important determinant as it is used to determine weight status category and 
is strongly correlated with height. Second, height if the child’s height was outside of the 95% 
interval of average height of 4-6 year olds (based on the CDC, 2000), the child was also excluded 
from the analysis. Finally, if a child’s weight was reported under 20lbs, the child was also excluded 
from the analysis.  Therefore the number of cases with a valid BMI value 3,450 (40.1 percent of the 
entire sample). 
 
Once BMI was calculated, it was assigned a weight status category based on CDC standards, which 
uses a child’s age, gender, and BMI percentile to determine the child’s weight status. Table 10.1, 
below, outlines the BMI percentile ranges for each weight status category.  
 
Table 10.1: Weight Status Categories by BMI Percentile Ranges 
 
Weight Status Category BMI Percentile Range 
Underweight BMI less than the 5th percentile 
Healthy Weight BMI from the 5th percentile to less than the 85th percentile 
Overweight BMI from the 85th percentile to less than the 95th percentile 
Obese BMI equal to or greater than the 95th percentile 
Source: CDC About BMI for Children and Teens. 
http://www.cdc.gov/healthyweight/assessing/bmi/childrens_bmi/about_childrens_bmi.html#What is BMI 
percentile 
 
For the purpose of this study, NICRP used 10 different weight status formulas: one formula for girls 
and one for boys in each of the following ages: 4.0, 4.5, 5.0, 5.5, and 6.0. Table 10.2 outlines the 
calculations used to determine weight status categories.  
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Table 10.2: Weight Status Category Calculations Based on BMI Values 
 
Females 
Age 
Weight Status Category 
Underweight Healthy Weight Overweight Obese 
4.0 0 < BMI < 13.725 13.725 <= BMI < 16.808 16.808 <= BMI < 18.028 BMI >= 18.028 
4.5 0 < BMI < 13.614 13.614 <= BMI < 16.760 16.760 <= BMI < 18.084 BMI >= 18.084 
5.0 0 < BMI < 13.527 13.527 <= BMI < 16.796 16.796 <= BMI < 18.240 BMI >= 18.240 
5.5 0 < BMI < 13.465 13.465 <= BMI < 16.906 16.906 <= BMI < 18.486 BMI >= 18.486 
6.0 0 < BMI < 13.428 13.428 <= BMI < 17.083 17.083 <= BMI < 18.808 BMI >= 18.808 
     
Males 
Age 
Weight Status Category 
Underweight Healthy Weight Overweight Obese 
4.0 0 < BMI < 14.043 14.043 <= BMI < 16.935 16.935 <= BMI < 17.842 BMI >= 17.842 
4.5 0 < BMI < 13.932 13.932 <= BMI < 16.852 16.852 <= BMI < 17.829 BMI >= 17.829 
5.0 0 < BMI < 13.845 13.845 <= BMI < 16.839 16.839 <= BMI < 17.927 BMI >= 17.927 
5.5 0 < BMI < 13.781 13.781 <= BMI < 16.891 16.891 <= BMI < 18.118 BMI >= 18.118 
6.0 0 < BMI < 13.739 13.739 <= BMI < 17.003 17.003 <= BMI < 18.389 BMI >= 18.389 
Source: CDC Body Mass for Age Tables. http://www.cdc.gov/growthcharts/html_charts/bmiagerev.htm 
 
When comparing the 2012-2013 school year data for BMI to previous years, it was necessary to re-
analyze prior years’ BMI data with the same validity criteria which was established in the 2010-2011 
report. Thus, some of the data has been adjusted. However, the trends have remained the same.  
  
WEIGHT AND HEALTHY BEHAVIORS  
 
Nevada Institute for Children’s Research and Policy, UNLV  April 2013 
Results of the 2012-2013 Nevada Kindergarten Health Survey  Page 32 
 
Almost half (54.9 percent) of children entering kindergarten whose parents participated in this 
survey were calculated to be at a healthy weight, a rate consistent to the previous school year (see 
Figure 10.1). However,  
 15.4% of children were underweight; Washoe County (17.0%) and Clark County (15.9%) 
had slightly higher percentages of underweight children compared to the rural counties 
combined (13.4%) 
 11.5% of children were overweight, and approximately one fifth (18.1%) of the children 
were considered obese given the reported data. Washoe (18.5%) and Clark (18.3%) 
counties had slightly higher percentages of obese children as compared to the rural counties 
combined (17.5%).  
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Figure 10.1: Child's Weight Status Category 
(2008-2009 n = 3,262; 2009-2010 n = 3,659; 2010-2011 n =4,198; 2011-2012 n =3,596;  
2012-2013 n=3,450) 
2008-2009 School Year Survey 2009-2010 School Year Survey
2010-2011 School Year Survey 2011-2012 School Year Survey
2012-2013 School Year Survey
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When comparing each child’s race/ethnicity with his or her BMI, there are some differences in 
distributions across weight status categories for each race/ethnicity group. It is important to note that 
the total number of respondents included in this analysis is even fewer than those in the above 
statistics on valid BMI’s within the sample, because some respondents did not provide information 
on race/ethnicity.  
 
The distribution of race/ethnicity for children with valid BMIs varies slightly from the race/ethnicity 
demographics of the survey sample as a whole, with the greatest discrepancy being the percentage of 
Hispanic children with valid BMI data. Even though individuals who self-reported as Hispanic make 
up 31.8% of the total sample, only 19.4% of the samples with a valid BMI are Hispanic. Figure 10.2 
illustrates the race/ethnicity data for children with a valid BMI. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
African
American/
Black
Asian/
Pacific
Islander
Caucasian Hispanic
Native
American/
Alaska
Native
Other
Race
Multiple
Races
Total
% w/Valid BMI 3.9% 6.1% 54.2% 19.4% 0.8% 0.6% 14.9% 100%
% Total Sample 5.3% 5.9% 41.6% 31.8% 1.3% 0.7% 13.5% 100%
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Figure 10.2: Race/Ethnicity of Participants with a  
Valid Body Mass Index  
(2012-2013: Valid BMI & Valid Race n = 3,418;  Total  n = 8,351) 
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An examination of the differences in BMI across racial/ethnic groups in Figure 10.3 indicates that: 
 More Native American/Alaska Native children fell into the obese category (34.6 percent) 
than the other races/ethnicities; however, this is based on a very small sample of Native 
American/Alaska Native children.  
 Only the Caucasian (24.9%) and Multiple Race (28.1%) kindergarteners have a combined 
overweight/obese percentages lower than 30%. African American (44.5%) and Native 
American/Alaska Native (50.1%) kindergarteners have percentages over 40%. 
 
Note. These findings are significant at p < .001. * indicates percentages are calculated out of the total number of 
Valid BMI responses in each race/ethnicity category.  
 
Behaviors Related to Healthy Weight in Young Children 
Explanations for obesity in young children include a number of factors including behavior regiments 
such as level of physical activity, television viewing, time spent playing video games, and diet. 
Lower levels of physical activity, increased time spent participating in sedentary behaviors such as 
watching television and playing video games, and increased consumption of products such as soft 
drinks have been found to be related to higher BMIs (Delva, Johnston, O’Malley, 2007; Kumanyika, 
2008).  Therefore, the following questions were included on the Kindergarten Health Survey in order 
to determine these behaviors as children enter kindergarten. 
African
American/
Black
Asian/
Pacific
Islander
Caucasian Hispanic
Native
American/
Alaska
Native
Other
Race
Multiple
Races
Underweight 14.1% 17.9% 15.0% 15.8% 15.4% 18.2% 15.4%
Healthy Weight 41.5% 49.8% 60.1% 44.9% 34.6% 45.5% 56.6%
Overweight 12.6% 9.7% 11.4% 13.9% 15.4% 22.7% 8.6%
Obese 31.9% 22.7% 13.5% 25.3% 34.6% 13.6% 19.5%
Total 100% 100% 100% 100% 100% 100% 100%
*Total % Valid BMI 3.9% 6.1% 54.2% 19.4% 0.8% 0.6% 14.9%
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20.0%
30.0%
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Figure 10.3: Child's Weight Status Category by  
Child's Race/Ethnicity 
(2012-2013 n = 3,418) 
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Physical Activity 
Parents/guardians were asked to report the number of times per week their child is physically active 
for at least thirty minutes.  Over half of the respondents indicated that their child was physically 
active 6-7 times a week (54%) for at least thirty minutes at a time. Figure 10.4 details the 
relationship between weight status category and amount of physical activity.  
 Children that were physically active less often (0-1 times per week) were more likely to 
be overweight or obese, as compared to children that were physically active throughout 
the week (6-7 times per week). However, a very small percent of children (1.7%) with a 
valid BMI were reported to engage in physical activity 0-1 times a week. 
 As physically active per week increased, kindergarteners were more likely to be in the 
Healthy Weight Category. 
 These results are consistent with the findings from the 2011-2012 school year.  
 
 Note. These findings are significant at p < .001.* indicates percentages are calculated out of the total number of 
 Valid BMI responses in each category for the amount of physical activity.  
  
To gain a better understanding of the barriers that parents are facing in regards to providing physical 
activities for their children, if respondents indicated that their child had physical activity either one 
time or less per week, they were asked to indicate barriers.  Of the 209 respondents that met this 
criteria, 49 provided a response.  The largest barrier indicated was lack of time and/ or a busy work 
schedule (35%). Other barriers included weather (13%),  lack of a safe play space (13%), medical 
conditions (.7%), lack of financial resources (.04%), and lack of other children in the neighborhood 
(.04%). In addition, 10 respondents (19%) stated that there was no barrier preventing the child from 
physical activity. Please note the response categories are not mutually exclusive; one respondent 
could have listed multiple barriers.  
0-1 Times
Per Week
2-3 Times
Per Week
4-5 Times
Per Week
6-7 Times
Per Week
Underweight 16.7% 14.8% 13.3% 16.5%
Healthy Weight 37.9% 49.3% 55.9% 56.3%
Overweight 15.2% 11.0% 12.2% 11.3%
Obese 30.3% 24.9% 18.8% 16.0%
Total 100% 100% 100% 100%
*Total % Valid BMI 1.7% 12.9% 24.6% 60.5%
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Amount of Physical Activity 
Figure 10.4: Child's Weight Status Category by Amount of 
Physical Activity Per Week 
(2012-2013 n = 3,450) 
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Television Viewing 
In the current study, the majority of parents reported that their child watches some television but less 
than 4 hours during a weekday.  The 2007 National Survey of Children's Health reported data 
regarding the amount of television or videos children ages 1-5 years watch (Child and Healthy 
Measurement Initiative, 2007).  Compared to the national data: 
 Fewer parents in the current sample reported that their children did not watch television, 
which could be due to the age difference in the samples. 
 Fewer parents in the current sample reported that their children watch 4 or more hours of 
television.  
 
Table 10.3 Average Television Watched During a Weekday 
 
None 1 hour or less 
Between 1hr  
& 4 hrs 
4 hours or 
more 
Total % 
Nationwide 7.9% 37.7% 41.6% 12.8% 100.0% 
Nevada 6.1% 28.8% 49.1% 16.0% 100.0% 
KHS Sample 1.9 42% 50.9% 5.3% 100.0% 
Note. Nationwide/Nevada data source: http://childhealthdata.org/browse/survey/results?q=869&r=1&r2=30 
 
When comparing the amount of hours a child watches television per day with his or her BMI, it 
appears that as TV viewing time increases, it is less likely that he/she will be of a healthy weight.   
 
 
Note. * indicates percentages are calculated out of the total number of Valid BMI responses in each category.  
 
 
 None
Less
than 1
Hour a
Day
1 Hour
a Day
2 Hours
a Day
3 Hours
a Day
4 Hours
a Day
5+
Hours a
Day
Underweight 21.0% 17.3% 14.6% 15.3% 16.6% 12.6% 16.3%
Healthy 58.1% 58.5% 58.6% 53.0% 50.1% 47.4% 39.5%
Overweight 9.7% 10.5% 11.6% 11.4% 10.3% 14.7% 20.9%
Obese 11.3% 13.7% 15.2% 20.2% 23.0% 25.3% 23.3%
*Total % Valid BMI 1.9% 14.0% 31.2% 36.1% 12.8% 2.8% 1.3%
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Figure 10.5: Child's Weight Status Category by Hours of 
Television Watched on Average School Day 
(2012-2013 n = 3,334)  
WEIGHT AND HEALTHY BEHAVIORS  
 
Nevada Institute for Children’s Research and Policy, UNLV  April 2013 
Results of the 2012-2013 Nevada Kindergarten Health Survey  Page 37 
 
Video Game Use 
According to the High School Youth Risk Behavior Survey, 26.2 percent of youth in Nevada used 
computers 3 or more hours per day for something that that was not related to school in 2009, which 
was slightly above the national average of 24.9 percent (CDC, 2009b).  To determine similar activity 
in children entering kindergarten, this same question was included on the survey starting in the 2011-
2012 school year.  
 
Results indicate that the majority of children either do not play video or computer games (36.3%) or 
play one hour or less (52.8%) on an average school day.  While these numbers are fairly consistent 
across all counties, the percentage of children that do not play video games is less in Clark County 
(33%) compared to both Washoe (38.9%) and the Rural (43%) counties.   
 
When looking at the amount of hours that children play video games per day, over half of the 
children in the zero and one hour of video game playing conditions are in the healthy weight range 
(54.1% and 59.0%, respectively). The percent of children in the obese category increases as the 
number of hours of video game play increases. Among those kindergarteners that reportedly play 
two or more hours of video games per day, 21.9% are obese, compared to 18.4% who reportedly do 
not play video games. However, for kindergarteners that play less than 1 hour a day, there is a large 
decline in obesity compared to the other categories.  
 
 
Note. * indicates percentages are calculated out of the total number of Valid BMI responses in each race/ethnicity 
category. 
 None
Less than 1
Hour a Day
1 Hour a Day
2 + Hours a
Day
Underweight 16.4% 14.7% 14.9% 16.6%
Healthy 54.1% 59.0% 52.4% 50.2%
Overweight 11.1% 11.6% 12.1% 11.3%
Obese 18.4% 14.8% 20.6% 21.9%
Total 100% 100% 100% 100%
*Total % Valid BMI 34.6% 34.1% 21.9% 9.4%
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10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
Figure 10.6: Child's Weight Status Category by  
Hours of Video Game Playing Per Day  
(2012-2013 n = 3,395)  
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Soda Consumption 
According to the 2009 High School Youth Risk Behavior Survey, 22.1 percent of youth in Nevada 
drank a can, bottle, or glass of non-diet soda/pop at least one time per day during the past 7 days 
before the survey was administered, which was slightly below the national average of 29.2 percent 
(CDC, 2009b).  To determine similar activity in children entering kindergarten, this same question 
was included on the survey starting in the 2011-2012 school year. 
 
Results indicate that: 
 The majority of children either did not drink any non-diet soda/pop (55.8%) or drank some a 
few times per week (33.9%). 
o These numbers are fairly consistent among all counties (Clark, Washoe, and the 
Rural counties combined), 
 6.7% of parents reported that their child drank non-diet soda/pop once a day, and 3.6% 
indicated that their child drank non-diet soda/pop more than once a day.  
o These proportions are slightly less in the Rural counties combined as compared to the 
other two counties, and highest in Clark County. 
 
Figure 10.7 illustrates child’s weight status category by number of non-diet sodas consumed in one 
week’s time. Of the respondents with kindergarteners having a valid BMI, most reported that their 
child had less than one non-diet soda a day (62.3%). The highest rates of obesity are seen in children 
who drink non-diet soda a few times a week or once day. The rate decreases for children who drink 
non-diet soda more than once a day. These trends are consistent with data from the 2011-2012 
school year. However, compared to last year, the percentage of children who are obese in each 
category has decreased.  
 
Note.  * indicates percentages are calculated out of the total number of Valid BMI responses in each race/ethnicity category. 
None
A Few
Times
One a
Day
More
than One
a Day
Underweight 15.9% 13.5% 19.9% 14.2%
Healthy 57.3% 52.7% 45.5% 51.9%
Overweight 11.2% 11.7% 10.8% 16.0%
Obese 15.6% 22.1% 23.9% 17.9%
Total 100% 100% 100% 100%
*Total % Valid BMI 62.3% 29.4% 5.2% 3.1%
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Figure 10.7: Child's Weight Status Category by Number 
of Non-Diet Sodas Consumed in a Week  
(2012-2013 n =3,383) 
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Similarly, the survey asked the parents/guardians to indicate the level of consumption of diet soda 
products. Although this question was asked on the High School Youth Risk Behavior Survey, this 
data was not available for comparison at the time of this report.  
 
Results indicate that: 
 The majority of children in the current study did not drink any diet soda/pop during the week 
(83%) which was consistent across all counties.  
 14.3 % reported that their child drank diet-soda a few times a week, 2.3% reported daily 
consumption, and 0.5% reported consumption more than once a day.  
o These numbers are fairly consistent among all counties (Clark, Rural, and Washoe) 
for kindergarteners who consume no diet soda, consume a few times a week or more 
than once a day. However, Rural counties combined report twice as much 
consumption of diet soda once a day compared to the other two counties.   
 
Much like Figure 10.7, when looking at children’s weight status category by number of diet sodas 
drank in one week, many of the same trends appear (Figure 10.8). The majority of respondents 
whose child had a valid BMI stated that their child drank no soda (85.7%), and over half of those 
children were in the healthy range (56.7%). Again, obesity rates are highest in those children who 
drink soda a few times a week or once a day, and rates decrease for those who drink diet soda more 
than once a day.  These results are consistent with data from the previous school year.  
 
 
 
Note. * indicates percentages are calculated out of the total number of Valid BMI responses in each race/ethnicity category. 
 
None A Few Times One a Day
More than One a
Day
Underweight 15.6% 13.5% 13.6% 33.3%
Healthy 56.7% 48.7% 43.9% 33.3%
Overweight 10.8% 14.3% 18.2% 16.7%
Obese 16.9% 23.5% 24.2% 16.7%
Total 100% 100% 100% 100%
*Total % Valid BMI 85.7% 12.1% 2.0% 0.2%
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Figure 10.8: Child's Weight Status Category by Number of  
Diet Sodas Consumed in a Week  
(2012-2013 n =3,246) 
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Infant Feeding Behaviors 
Breastfeeding has been shown to have many health benefits for both the breastfeeding mother and 
her child.  Breastfeeding has been associated with reduced risk of cancer, diabetes, and postpartum 
depression in mothers, and reduced risk of ear infections, gastrointestinal issues, allergies, SIDS, 
obesity, and diabetes in children (United States Breastfeeding Committee, 2002).  
 
For the past 5 years, the Centers for Disease Control and Prevention have issued a Breastfeeding 
Report Card that provides both national and state level data. According to the 2011 report card, 
Nevada is 5.5 percentage points ABOVE the national average (74.6%) for babies who have ever 
been breastfed, and Nevada is slightly below the national averages for exclusive breastfeeding at 3 
months (US = 35%; NV = 32.6%) and  at 6 months (US = 14.8%; NV = 11.5%) (CDC, 2011d). 
 
In order to obtain more detailed information about breastfeeding practices in Nevada, a new question 
was added to the 2012-2013 survey to determine feeding practices for their child entering 
kindergarten when he or she was one month old, three months old, and six months old. As illustrated 
in Figure 10.9, 47.3% of respondents indicate the child was breastfed exclusively at one month old 
and the percentage reduces at each time period. The Healthy People 2020 breastfeeding objectives 
are to increase the proportion of infants who are breastfed ever (81.9%), and at 6 months 
nonexclusively (60.6%) (CDC, 2011d).  According to this survey, 45.2% of children entering 
kindergarten in Nevada were breastfed at 6 months nonexclusively. 
 
 
Breast Only
Breast and
Formula
Formula Only
Other (e.g.
Food)
Not Sure
1 Month 47.30% 21.40% 29.30% 0.50% 1.60%
3 Months 33.60% 24.60% 39.60% 0.80% 1.30%
6 Months 23.20% 22% 45.80% 7.50% 1.50%
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Figure 10.9: Infant Feeding Behaviors 
(2012-2013 1 month n = 5,882; 3 months n = 5,692; 6 months n = 5,876)
WEIGHT AND HEALTHY BEHAVIORS  
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There is mixed literature on the relationship between breastfeeding as a protective factor for obesity.  
However some research has indicated that breastfeeding has small preventative effects against 
obesity in children (Gubbels, Thijs, Stafleu, Von Buuren, & Kremers, 2011; Arenz, Ruckerl, 
Koletzko, & von Kries, 2004).  Figure 10.10 illustrates child weight status categories by infant 
feeding behaviors.  Children who received breast milk exclusively at all time periods tend to be at a 
healthy weight and are less likely to be underweight, overweight, or obese, compared to those 
children who received both breast milk and formula or formula only. It is important to note that there 
are many reasons that a child may not receive breast milk exclusively during the first six months 
some of which include allergies to milk, refusal to latch on to the nipple, lack of lactation by the 
mother, parent is not the birth parent, or birth mother is not available. (U.S Department of Health 
and Human Services’ Office on Women’s Health, 2011).  The Kindergarten Health Survey will be 
expanded next year to capture information regarding feeding decisions from birth to six months of 
the child entering kindergarten.  
 
 
Note. Respondents were also given the response option Other and Not Sure. However, for the purposes of this graph, 
those response options were not included because of the low number of responses in each of those categories.   
1
Month
3
Months
6
Months
1
Month
3
Months
6
Months
1
Month
3
Months
6
Months
Breast Only Breast & Formula Formula Only
Underweight 13.80% 13.10% 12.40% 18.80% 17.60% 16.30% 17.90% 17.40% 16.50%
Healthy 59.60% 63.50% 64.40% 53.70% 54.50% 53.10% 50.50% 52.50% 53.80%
Overweight 11.60% 10.20% 8.80% 12.00% 13.50% 12.70% 10.50% 10.20% 11.90%
Obese 15.00% 13.20% 14.40% 15.50% 14.40% 17.90% 21.10% 19.90% 17.80%
Total 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
*Total % Valid BMI 50.50% 36% 25% 20.25% 23.70% 20.30% 27.50% 38% 45.80%
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Figure 10.10: Child Weight Status Category  
by Infant Feeding Behaviors 
(2012-2013 1 Month n = 2,676; 3 Months n = 2,588 ; 6 Months n = 2,450)
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APPENDIX A:  
SUMMARY OF 2012-2013 SURVEY RESULTS BY COUNTY  
 
Table 11.1 below outlines the percentages of responses for the 2012-2013 school year survey 
results by Clark, Washoe, and Rural counties combined. Even though a total of 8,478 surveys 
were received, not all respondents answered every question. All percentages calculated are based 
on the total number of people answering the question, rather than the total number of people who 
completed a survey. In addition, percentages are represented by county(ies); therefore 
percentages will total 100% within each county category and not across all county categories.  
 
Table 11.1 Comparison of 2012-2013 Data by County 
Survey Indicator 
State 
(Percent) 
Clark 
County 
(Percent) 
Washoe 
County 
(Percent) 
Rural 
Counties 
(Percent) 
Survey Participation -- 60.3 16.4 23.3 
 Demographic Information 
Gender of Kindergartner 
 
Male 50.6 50.7 51.9 49.4 
 
Female 49.4 49.3 48.1 50.6 
Race/Ethnicity of Kindergartner 
 
African American/Black 5.3 7.9 2.2 0.7 
 
Asian/Pacific Islander 5.9 7.9 4.9 1.3 
 
Caucasian 41.6 33.1 44.4 61.6 
 
Hispanic 31.8 34.7 35.5 21.6 
 
Native American/ Alaska 
Native 
1.3 0.5 1.2 3.2 
 
Other Race 0.7 0.9 0.3 0.3 
 
Multiple Races 13.5 14.9 11.6 11.3 
Annual Household Income of Survey Respondents 
 
$0-$14,999 18.0 18.5 17.6 17.1 
 
$15,000-$24,999 15.7 15.2 18.2 14.9 
 
$25,000-$34,999 12.5 13.1 14.0 10.1 
 
$35,000-$44,999 9.3 9.6 7.8 9.8 
 
$45,000-$54,999 8.0 7.8 8.4 8.2 
 
$55,000-$64,999 6.4 6.4 5.2 7.1 
 
$65,000-$74,999 6.2 5.9 6.3 6.8 
 
$75,000-$84,999 6.2 5.8 5.5 7.7 
 
$85,000-$94,999 4.1 4.0 3.0 5.2 
  $95,000+ 13.6 13.6 14.1 13.0 
      
Note. – indicates data is not available. 
APPENDIX A: SUMMARY OF 2012-2013 SURVEY RESULTS BY COUNTY 
 
Nevada Institute for Children’s Research and Policy, UNLV  April 2013 
Results of the 2012-2013 Nevada Kindergarten Health Survey  Page 43 
 
 
Table 11.1 continued 
Survey Indicator 
State 
(Percent) 
Clark 
County 
(Percent) 
Washoe 
County 
(Percent) 
Rural 
Counties 
(Percent) 
Type of School Kindergartner Attended in the Past 12 Months 
 
Head Start 6.4 4.6 9.2 9.0 
 
Other Facility/Center 25.1 23.9 28.0 25.8 
 
Home-Based 6.4 6.8 5.9 5.7 
 
School District Pre-School 19.8 18.4 19.1 23.8 
 
UniversityCampusPreSchool 1.3 1.0 0.9 2.4 
 
None/Stayed at Home 38.5 42.8 34.7 30.2 
 
Multiple 2.5 2.4 2.2 3.0 
Single Parent or Guardian 29.5 30.4 31.3 26.0 
Average # of Children in Household 
(Standard Deviation) 
2.5(1.2) 2.5(1.2) 2.4(1.1) 2.6(1.2) 
Average # of Adults in Household 
(Standard Deviation) 
2.1(.79) 2.1(.86) 2.0(.70) 2(.64) 
Average Age of Mother/Guardian 
(Standard Deviation) 
32.9(6.7) 33.1(6.6) 33.2(6.9) 32.3(6.8) 
Average Age of Father/Guardian 
(Standard Deviation) 
35.6(7.3) 35.8(7.2) 36.0(7.8) 34.9(7.3) 
  
Health Insurance Status and Access to Health Care 
 Health Insurance Type 
 
Uninsured 13.5 13.9 12.9 12.8 
 
Private 48.0 47.1 46.7 51.0 
 
Medicaid 23.7 23.3 24.8 24.2 
 
Nevada Check-up 6.1 6.3 7.3 4.7 
 
Other 6.2 6.7 5.9 5.2 
 
Multiple Types 2.5 2.7 2.3 2.1 
Kindergartner Does NOT Have a 
Primary Care Provider 
16.8 16.4 16.1 18.4 
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Table 11.1 continued 
Survey Indicator 
State 
(Percent) 
Clark 
County 
(Percent) 
Washoe 
County 
(Percent) 
Rural 
Counties 
(Percent) 
Routine Care and Health Status of Kindergartner 
Types of Barriers Experienced When Trying to Access Healthcare 
 
Lack of Transportation 2.9 3.0 3.3 2.5 
 
Lack of Insurance 10.4 10.2 10.2 10.9 
 
Lack of Quality Medical 
Providers 
5.3 4.5 4.6 8.0 
 
Lack of Money/Financial 
Resources 
14.8 14.5 13.9 16.2 
 
Other Barriers 2.3 2.2 2.3 2.6 
Respondent has Experienced 
Difficulties When Attempting to 
Access Mental Health Services for 
Kindergartner 
32.4 34.2 28.8 30.7 
Has Not Had Routine Check-Up 13.9 12.7 14.1 17.1 
Has Not Visited a Dentist in the Last 
Year 
25.4 27.2 19.4 24.9 
Has Had a Cavity in Lifetime 43.4 41.1 47.7 46.2 
Amount of Times the Kindergartner Has Gone to the ER for a Non-Life-Threatening 
Illness or Injury in the Past 12 Months 
 
None (0) 79.9 81.6 78.6 76.4 
 
1 to 2 18.5 16.8 20.0 21.6 
 
3 to 5 1.4 1.3 1.2 1.8 
 
6 to 9 0.1 0.1 .1 .2 
 
10 or More 0.1 0.1 .1 .0 
Types of Medical Conditions Seen in Kindergartners 
 
ADD/ADHD 1.5 1.3 1.4 2.1 
 
Asthma 7.8 8.4 8.4 6.0 
 
Autism 0.4 0.3 0.7 0.6 
 
Cancer 0.0 0.0 0.0 0.1 
 
Diabetes 0.2 0.2 0.2 0.1 
 
Glasses/Contacts 3.5 3.5 2.9 4.1 
 
Hearing Aid/Impairment 0.3 0.2 0.5 0.3 
 
Mental Health Condition 0.3 0.3 0.5 0.4 
 
Physical Disability  0.3 0.3 0.2 0.4 
 
Seizures 0.5 0.5 0.4 0.5 
 Other Condition 6.5 6.7 6.1 6.4 
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Table 11.1 continued 
Survey Indicator 
State 
(Percent) 
Clark 
County 
(Percent) 
Washoe 
County 
(Percent) 
Rural 
Counties 
(Percent) 
Weight and Healthy Behaviors 
Kindergartner's Weight Status 
 
Underweight 15.4 15.9 17.0 13.4 
 
Healthy Weight 54.9 55.5 52.4 55.1 
 
Overweight 11.5 10.3 12.0 14.0 
 
Obese 18.1 18.3 18.5 17.5 
Amount of Times per Week that Child Has at Least 30 Minutes of Physical Activity 
 
0-1 Times 2.5 3.1 2.0 1.3 
 
2-3 Times 16.5 19.7 14.9 9.2 
 
4-5 Times 27.1 28.8 25.7 23.4 
  6-7 Times 53.9 48.4 57.3 66.0 
Hours of Television Watched on an Average School Day 
 None 1.9 1.6 2.6 2 
 Less Than One 12.8 10.2 15.3 17.8 
 1 Hour 29.2 27.9 31.8 30.7 
 2 Hours 36.2 37.9 34.7 32.9 
 3 Hours 14.7 16.1 12.3 12.5 
 4 Hours 3.4 4 2.3 2.7 
 5 Hours or More 1.9 2.3 1 1.4 
Hours of Video or Computer Games Played on an Average School Day 
 None 36.3 33 38.9 43 
 Less Than One 29.7 28.6 30.4 32 
 1 Hour 23.1 25.7 21.4 17.7 
 2 Hours 8.1 9.5 6.5 5.6 
 3 Hours 1.7 1.8 2.4 1 
 4 Hours .6 .9 .1 .3 
 5 Hours or More .4 .5 .2 .5 
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Table 11.1 continued 
Survey Indicator 
State 
(Percent) 
Clark 
County 
(Percent) 
Washoe 
County 
(Percent) 
Rural 
Counties 
(Percent) 
Number of Times Per Week the Kindergartner Drinks Non-Diet Soda 
 None 55.8 55.1 57.4 56.5 
 A Few Times 33.9 33.8 32.4 35 
 Once a Day 6.7 7.3 6.6 5.5 
 More Than Once a Day 3.6 3.8 3.6 3 
Number of Times Per Week the Kindergartner Drinks Diet Soda 
 None 83.0 82.8 82.8 83.5 
 A Few Times 14.3 14.1 14.2 14.7 
 Once a Day 2.3 2.7 2.4 1.2 
 More Than Once a Day .5 .4 .6 .6 
Infant Feeding Behaviors at One Month 
 
Breast Only 47.3 42.0 56.0 54.5 
 
Breast and Formula 21.4 22.5 21.9 18.5 
 
Formula Only 29.3 33.4 20.2 25.2 
 
Other (e.g. food) 0.5 0.6 0.3 0.1 
 
Not Sure 1.6 1.5 1.7 1.7 
Infant Feeding Behaviors at Three Months 
 
Breast Only 33.6 30.1 39.2 38.6 
 
Breast and Formula 24.6 24.6 26.1 23.7 
 
Formula Only 39.6 43.5 32.3 35.2 
 
Other (e.g. food) 0.8 0.6 1.0 1.1 
 
Not Sure 1.3 1.2 1.4 1.5 
Infant Feeding Behaviors at Six Months 
 
Breast Only 23.2 19.9 28.0 28.2 
 
Breast and Formula 22.0 22.1 26.7 18.6 
 
Formula Only 45.8 49.1 37.4 43.0 
 
Other (e.g. food) 7.5 7.4 6.6 8.1 
 
Not Sure 1.5 1.4 1.4 2.0 
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APPENDIX B: 
COMPARISON OF SURVEY RESULTS BY SURVEY YEAR  
Table 11.2 below outlines the percentages of responses from 2008-2009 through 2012-2013 school year survey results. Even though a 
total of 8,478 surveys were received, not all respondents answered every question. All percentages calculated are based on the total 
number of people answering the question, rather than the total number of people who completed a survey. In addition, the percentages 
for Table 11.2 represent percentages by year; therefore for each response category, percentages will total 100% within each year and 
not across all years.  
 
Table 11.2: Comparison of 2008-2009 through 2012-2013 Data  
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Survey Participation by School District 
    
 Clark County 78.9 59.0 65.1 64.3 60.3 
Washoe County 8.8 17.6 14.1 12.3 16.4 
Rural Counties Combined 12.4 23.4 20.8 23.4 23.3 
Demographic Information 
    
 Gender of Kindergartener 
    
 Male 50.2 49.8 49.8 50.6 50.6 
Female 49.8 50.2 50.2 49.4 49.4 
Race/Ethnicity of Kindergartener 
    
 African American/Black 5.9 5.7 5.6 5.1 5.3 
Asian/Pacific Islander 6.0 6.3 6.2 5.8 5.9 
Caucasian 40.1 43.5 40.5 42.4 41.6 
Hispanic 33.4 35.1 34.0 31.0 31.8 
Native American/Alaska Native 0.9 2.1 1.4 1.8 1.3 
Other Race 0.4 0.5 0.9 0.7 0.7 
Multiple Races 13.4 6.7 11.4 13.2 13.5 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Annual Household Income of Survey Respondent 
   
 $0-$14,999 12.9 15.7 19.0 17.2 18.0 
$15,000-$24,999 14.3 14.5 16.0 15.2 15.7 
$25,000-$34,999 13.8 13.1 12.8 13.0 12.5 
$35,000-$44,999 9.8 9.2 9.3 8.9 9.3 
$45,000-$54,999 9.1 8.2 7.5 7.4 8.0 
$55,000-$64,999 7.5 6.9 6.6 7.0 6.4 
$65,000-$74,999 - 7.2 5.9 6.2 6.2 
$75,000-$84,999 - 6.4 5.5 6.1 6.2 
$85,000-94,999 - 4.6 3.9 3.9 4.1 
$95,000 + - 14.3 13.4 15.1 13.6 
Type of School Child Attended in the Past 
12 Months      
Head Start - 12.6 11.2 12.3 6.4 
Other Facility/Care - - - - 25.1 
Home-Based - 8.2 10.5 5.9 6.4 
University Campus Pre School - - - - 1.3 
School District Pre-School - - - - 19.8 
None/Stayed at Home - 38.2 37.7 41.6 38.5 
Multiple - 2.8 1.9 1.0 2.5 
  Note. – indicates data is not available. 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Single Parent or Guardian - - - 29.8 29.5 
Average # of Children in Household (Standard 
Deviation) 
- - - 2.1 (0.8) 2.54 (1.2) 
Average # of Adults in Household (Standard 
Deviation) 
- - - 2.6 (1.2) 2.10 (.79) 
Average Age of Mother/Guardian (Standard 
Deviation) 
- - - 32.9 (6.7) 32.9(6.71) 
Average Age of Father/Guardian (Standard 
Deviation) 
- - - 35.7 (7.5) 35.6(7.3) 
Health Insurance Status and Access to Health Care 
   
 Health Insurance Type 
    
 Uninsured 19.1 18.6 16.6 12.3 13.5 
Private 58.6 47.6 39.4 48.8 48 
Medicaid 12.3 16.7 22.8 23.6 23.7 
Nevada Check-Up 7.0 6.1 5.8 6.4 6.1 
Other 1.7 9.1 13.6 6.4 6.2 
Multiple Types 1.3 1.9 1.7 2.5 2.5 
Kindergartner Does Not Have a Primary Care 
Provider 
21.0 19.5 18.9 15.9 16.8 
  Note. – indicates data is not available. 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Health Insurance Status and Access to Health Care Cont. 
   
 Types of Barriers Experienced When Trying to 
Access Healthcare      
 Lack of Transportation 1.5 2.2 2.0 3.1 2.9 
Lack of Insurance 10.9 13.3 12.3 11.1 10.4 
Lack of Quality Medical Providers 2.4 3.0 2.8 4.6 5.3 
Lack of Money/Financial Resources 10.9 10.0 12.6 13.1 14.8 
Other Barriers 1.1 1.3 1.2 1.5 2.3 
Respondent Has Experienced Difficulties 
Attempting to Access Mental Health Services 
for Kindergartener 
34.5 32.2 34.7 29.3 32.4 
Annual Household Income of Uninsured Kindergarteners 
   
$0-$14,999 26.4 26.3 26.9 24.1 25.0 
$15,000-$24,999 26.1 25.8 28.4 26.0 26.0 
$25,000-$34,999 19.3 18.9 17.2 17.8 18.9 
$35,000-$44,999 11.5 10.9 10.7 10.1 12.1 
$45,000-$54,999 7.1 6.4 6.3 7.4 7.5 
$55,000-$64,999 3.8 4.2 3.8 5.5 3.6 
$65,000-$74,999 - 3.6 2.2 3.8 2.0 
$75,000-$84,999 - 2.0 1.7 2.9 2.0 
$85,000-94,999 - 0.5 0.7 0.6 1.0 
$95,000 + - 1.5 2.0 1.9 1.8 
  Note. – indicates data is not available. 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Race/Ethnicity of Uninsured Kindergarteners 
   
 African American/Black 3.8 4.9 4.1 4.5 4.7 
Asian/Pacific Islander 3.9 4.2 5.1 4.9 6.9 
Caucasian 22.7 26.6 25.6 30.1 28.3 
Hispanic 58.6 55.5 54.1 47.3 47.8 
Native American/Alaska Native 1.2 2.2 1.8 1.9 0.9 
Other Race 0.5 0.4 0.7 0.9 0.4 
Multiple Races 9.3 6.2 8.6 10.4 11.0 
Routine Care and Health Status of Kindergartener 
  
 Kindergartener Has NOT Had Routine Check-Up 
In Past Year 
17.1 16.3 15.8 13.8 13.9 
Kindergartener Has NOT Visited Dentist in Past 
Year 
32.5 29.7 28.9 27.1 25.4 
Has Had a Cavity in His/Her Lifetime - 43.9 44.1 44.0 43.4 
Amount of Times the Kindergartener Has Gone 
to the ER for a Non-Life-Threatening Illness or 
Injury in the Past 12 Months  
    
 None (0) 75.2 80.0 80.6 78.6 79.9 
1 to 2 22.6 18.6 18.1 19.9 18.5 
3 to 5 2.1 1.3 1.1 1.3 1.4 
6 to 9 0.2 0.0 0.1 0.1 0.1 
10 or More 0.1 0.1 0.1 0.1 0.1 
  Note. – indicates data is not available. 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Routine Care and Health Status of Kindergartener Cont. 
  
 Types of Medical Conditions Seen in Kindergarteners 
  
 ADD/ADHD 0.7 1.2 1.0 1.3 1.5 
Asthma 4.8 8.2 8.1 7.2 7.8 
Autism - - - - 0.4 
Cancer 0.04 0.1 0.1 0.1 0.0 
Diabetes 0.1 0.2 0.1 0.1 0.2 
Glasses/Contacts 2.1 3.6 4.2 3.8 3.5 
Hearing Aid/Impairment 0.5 0.4 0.4 0.4 0.3 
Mental Health Condition 0.2 0.3 0.3 0.3 0.3 
Physical Disability 0.2 0.3 0.3 0.2 0.3 
Seizures 0.2 0.9 0.8 0.6 0.5 
Other Condition 5.1 7.4 7.4 7.0 6.5 
Respondents Ability to Follow Doctor's Recommendations for Medications and/or Follow-Up Visits 
All of the time 83.8 86.2 84.3 84.3 - 
Most of the time 12.4 7.0 10.3 10.0 - 
Some of the time 2.5 4.5 2.8 3.2 - 
Never 1.4 2.3 2.6 2.5 - 
Kindergartener Has NOT Been Tested for 
Lead Poisoning 
83.9 83.2 79.9 - - 
  Note. – indicates data is not available. 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Immunization Information 
 
    
 
 Respondent Would Not Immunize 
Kindergartener if it Was Not Required 
5.6 5.5 6.5 - - 
Immunization Locations Used by Respondent 
    
 Primary Care Provider 65.6 67.3 68.1 - - 
Health District 16.5 11.7 12.0 - - 
School-based Clinic 1.7 0.9 0.6 - - 
Community Health Clinic 8.7 10.4 9.8 - - 
Other Location 7.5 2.5 2.2 - - 
Multiple Locations - 7.2 7.2 - - 
Weight and Healthy Behaviors 
     
Kindergartener's Weight Status 
    
 Underweight 10.8 15.5 15.0 14.9 15.4 
Healthy Weight 57.1 53.4 51.5 54.3 54.9 
Overweight 15.4 11.9 11.9 11.3 11.5 
Obese 16.7 19.2 21.7 19.5 18.1 
Times A Week Kindergartner Does at Least 
30min of Physical Activity 
  
  
 0-1 Times - 2.5 2.6 2.7 2.5 
2-3 Times - 14.2 16.3 15.0 16.5 
4-5 Times - 25.5 27.2 27.6 27.1 
6-7 Times - 57.9 54.0 54.7 53.9 
  Note. – indicates data is not available. 
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Table 11.2 Continued 
  
2008-2009 
(Year 1) 
2009-2010 
(Year 2) 
2010-2011  
(Year 3) 
2011-2012  
(Year 4) 
2012-2013 
(Year 5) 
Survey Indicator (Percent) (Percent) (Percent) (Percent) (Percent) 
Weight and Healthy Behaviors Cont. 
     
Hours of Television Watched on an Average School Day 
  
 None - - - 1.7 1.9 
Less than One - - - 11.6 12.8 
1 Hour - - - 29.1 29.2 
2 Hours - - - 36 36.2 
3 Hours - - - 15.7 14.7 
4 Hours - - - 4 3.4 
5 Hours or More - - - 1.9 1.9 
Hours of Video or Computer Games Played on an Average School Day 
  
 None - - - 40.3 36.3 
Less than One - - - 29.5 29.7 
1 Hour - - - 20.5 23.1 
2 Hours - - - 7.3 8.1 
3 Hours - - - 1.7 1.7 
4 Hours - - - 0.4 0.6 
5 Hours or More - - - 0.3 0.4 
Number of Times Per Week the Kindergartner Drinks Non-Diet Soda 
  
 None - - - 55 55.8 
A Few Times - - - 34.2 33.9 
Once a Day - - - 6.7 6.7 
More Than Once a Day - - - 4.1 3.6 
Number of Times Per Week the Kindergartner Drinks Diet Soda 
  
 None - - - 82 83.0 
A Few Times - - - 14.7 14.3 
Once a Day - - - 2.6 2.3 
More Than Once a Day - - - 0.7 0.5 
  Note. – indicates data is not available.
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